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TNOS0S Bn 08/01/2011
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N 002; 1200-8-8 No Deflclencles N 002 K147 - Mechanical room power § 7/15/11
i _ source panel has been replaced, . -
f Based on observations, testing, and records Extension cord In Housekeaping
i had no deficlencies. ;
: replaced with power strip. ;
i 1
‘ l
Extenslon cords in Beauty Shop
: have been removed and replaced
; with a power strip.
! Ground fault clrcult in resident :
! room 200 has been replaced. X
[ :
|
I All rooms have been checked for
i any improper use of extension ;
! cords and corrected appropriately.
Grounding tests have been i
| completed on all ground fault
circuits,
i |
. | Maintenance Director or designee "
P has re-educated all staff on proper
electrical connections for service
areas,
I
:' |
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; TNOS05 : | 06/01/2011
NAME OF PROVIDER OR SUPPLIER . | STREET ADORESS, CITY, §TATE, iﬂP'C,ODE i .
ASBURY PLACE AT MARYVILLE ARV L Ik LE RD
XD SUMMARY STATEMENT OF DEFICIENGIES. D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE " COMPLETE
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F

J : Maintenance staff wilf audit power a
' ' | source panel covers weekly for 4

| Based on observations, tasting, and records  weeks then monthly for 3 months
. revlew on 6/1/11, it was determined the facility
! had no deficiencies. to ensure panel cover Is in place.

Maintenance Director of designee
will conduct random buliding
Inspection audits weekly for 4
weeks then monthly for 3 months
for improper use of extension
cords,

Maintenance Director of designee
will conduct random building s
inspection audits weekly for 4 {
; weeks then monthly for 3 months ;
; ' ' to ensure positive groi.mding tests
: - ' on ground fault clreuits.

The results of the audits will be
reviewed at the Quality Assurance
Committee (DON, Administrator,
Facilities Director malntenan ce

.| and housekeeping, MDS,

) Pharmacy, Social Services, Medical
Director, ADON, Dinlng Services)
meeting monthly for three (3)
months and recommendatlons g
made as appropriate.
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